study inadvertently provides an example illustrating the importance of fundamental reassessments. The authors claimed that no fewer than a fifth of all repeat films were to obtain a lateral view of the lumbar spine. But should all these views have been obtained? Waddell described guidelines for the use of radiography in backache suggesting that patients with no suspicious features and backache that had lasted less than three weeks (or had settled) do not require radiography.6 Furthermore, patients aged 20-55 with persisting backache but without any of several well defined clinical criteria require only a single long lateral radiograph-but three flms (occasionally five) are often routine. Hence in many patients the radiographer can concentrate on producing a single well positioned, properly exposed film. Applying these guidelines to the problem of backache alone would reduce repeat films for the simple reason that fewer examinations and films would be obtained in the first place-but this is rarely done at present. The patches have been widely accepted2 but have provoked controversy over whether they maintain steady plasma concentrations over 24 hours, whether they are clinically effective throughout that time, and whether they encourage the development of tolerance.
Some trials have suggested that the average conventional dose of the patches (9 3 mg/24 h) leads to plasma concentrations of nitroglycerine of only 0 5 tig/l-that is, below the 1 pg/1 that is generally accepted as the lowest concentration that is therapeutically effective.34 Dickenstein and Knutsen confirmed these results in a double blind multiple crossover trial using patches of 10-60 cm2 (designed to deliver 5-30 mg of nitroglycerine over 24 hours): only those larger than 20 cm2 were clinically effective.5 Parker and others studied patches delivering 5, 10, 15, 30, and 45 mg nitroglycerine over 24 hours and showed that most prolonged treadmill exercise duration after four hours.6 Only the 45 mg dose, however, prolonged exercise duration at 24 hours-and then only by 6%, which was statistically significant but probably not clinically important. Hollenberg and others studied 2 5, 5, and 10 mg patches at four and seven hours and showed a 30% improvement over placebo. 7 Cerri and others found significant improvements of 28% and 30% with 5 and 10 mg patches respectively after three hours but no statistically significant improvements after 24 hours.8 Finally, Pucci and others compared transdermal patches of nitroglycerine 10 mg/24 h with isosorbide dinitrate 20 mg three times a day in a non-randomised non-blinded study.9 They showed that the patch produced a 63% increase compared with placebo in total work performed on a bicycle after three hours and 45% increase after 24 hours. Isosorbide dinitrate was equally effective.
These short term trials thus tend to show benefit after four hours for both high and low dose patches, but there is often no benefit after 24 hours. Benefits from long term treatment are even harder to show.
Parker and Fung found no improvement in exercise time in patients given 15 mg patches for two weeks,6 and Crean and others found no significant difference after 5 mg patches were given for two weeks.'0 Martines, in contrast, gave 5 and 10 mg patches for 21 days and found significant 33% increases in exercise time (measured three hours after the last application) for the smaller dose and 59% for the larger dose."I Andreoli (quoted in ref 1) gave 5 and 10 mg patches to 28 patients for three weeks in a double blind crossover trial, and 24 hours after the last patch was applied those treated with the 5 mg patch had a significant 38% increase in exercise time and those treated with the 10 mg dose a significant 65% increase. Thus in patients treated long term with nitroglycerine patches exercise time tends to be statistically increased two to four hours after the last patch is applied but results are uncertain after 24 hours. The variations in the designs of the study mean, however, that we have no clear answer on whether the patches work long term.
An important worry with long term treatment with nitrates is that it may lead to tolerance-that is, that larger and larger doses are needed to achieve the same haemodynamic and clinical effects. Tolerance has been reported after long term treatment with oral and transdermal isosorbide dinitrate and with transdermal nitroglycerine.6'2'3 This evidence combined with the poor evidence on the long term efficacy of transdermal isosorbide dinitrate and nitroglycerine suggests that the concept that steady plasma concentrations ofnitrates may provide continuous protection against angina may be wrong.
It is not clear how long tolerance takes to develop, but Parker showed reduced haemodynamic responsiveness after just 24 hours of sublingual isosorbide dinitrate; 24 hours after stopping the drug the responsiveness returned to normal.'2 He then compared the antianginal effects of oral isosorbide dinitrate given four times a day with transmucosal nitroglycerine given three times a day (which gives a nine hour washout period overnight) and confirmed that tolerance developed only with the oral isosorbide dinitrate.'2 Short periods of withdrawal seem to reverse nitrate tolerance.
Nitrates remain the first line treatment of angina, but the widespread use of transdermal preparations is probably unwarranted. It may well be the early development of tolerance that undermines the usefulness of the transdermal preparations. Ifa doctor wants to prescribe long term nitrates he should thus give either oral nitrates three times a day with no dose at night or transdermal patches for 12-16 hours a day with an overnight washout.
A Since his release from detention in February Koryagin has continued to be a vociferous critic of Soviet psychiatry's complicity with political oppression. Despite glasnost, there was no reason to believe that such imprisonments were not continuing, he told his audience: a handful of well timed releases did not signify liberal change. During 1986 there had been many cases in which detention on psychiatric grounds had followed allegations of anti-Soviet slander and propaganda, attempts to cross the border, or the practising of proscribed religious faiths. Though careful not to comment on the broader issues of political dissent, he forcefully condemned using medicine for oppression, accusing Soviet doctors of torture and experimentation on political patients and dramatically citing his own experiences in explanation. During his six years' incarceration cardiovascular and psychotropic drugs were given to him forcibly; probes coated with salicylate were inserted into his stomach; and intermittent force feeding was used to study methods of breaking hunger strikes. Dr Koryagin's case has been the most prominent focus of Western-attacks on the political use of psychiatry in the Soviet Union. Before his arrest in 1981 he had been consultant psychiatrist to the working commission to investigate the use of psychiatry for political purposes. After his refusal to label dissidents as mentally ill and his public criticism of their internment in hospital,' he was charged with "anti-Soviet agitation" and sentenced to seven years in a labour camp and five years' exile.
The standing ovation which greeted his address to the royal college reflected a longstanding campaign for Koryagin's release. Members had been urged to write to prison authorities and government officials on his behalf.2 Letters of support were sent to Koryagin himself. Two years ago he was elected a fellow of the college. Indeed, it was the Royal College of Psychiatrists' proposal to expel Soviet psychiatrists from the World Psychiatric Association that led to their pre-emptive resignation in 1983. Abuses ofpsychiatry in the Soviet Union had been documented and discussed for 12 years,3`5 but the association had been frustrated in its attempt to monitor Soviet practice. 6 Koryagin remains wholly opposed to any rapprochement between the world body and its former member. Readmission, he said, would offer carte blanche to the KGB to continue its repressive practices. There would be further abuse of psychiatry, and the plight of prisoners would be hopeless. He proposed four conditions for readmission: Soviet psychiatrists must admit previous political abuses and reject them; all detainees must be released; participation in monitoring of future practice must be obligatory; and representatives of the World Psychiatric Association must be allowed to function freely on Soviet territory.
Yet some psychiatrists, while condemning unequivocally the abuse of their profession, might differ in their view of the next step. If these activities continue after four years of isolation are additional measures required? The argument here is no longer over expulsion and not necessarily over early readmission. It may instead be over what Soviet psychiatry can achieve or accept in the short term and what recognition the West might provide in response. The many remaining detainees can only benefit from the fortitude and eloquence of Anatoly Koryagin, whose unflinching rejection of his oppressors has been the essence of his survival. Yet they may need in addition a tentative, pragmatic, and principled move towards what is possible.
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